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Sir: Nowadays, the practice of
withholding and withdrawal of life-
sustaining treatments in children is
medically and ethically acceptable
when these measures can no longer
yield a good outcome. In North
America and Europe, 28–65% of all
paediatric intensive care unit (PICU)
deaths follow a restriction in care [1].
However, clinicians’ attitudes and ac-
tions regarding end-of-life decisions
may be altered by exposure to a dif-
ferent culture or religion [2]. When
clinicians believe that life-sustaining
treatment is medically inappropriate
or inhumane, they are not necessarily
obliged to provide it simply because
it is demanded on religious grounds
by the parents. Instead, alternative
religious interpretations and attempts
to reach a consensus on the appropri-
ate limits to life-sustaining treatment
should be discussed [3].
A 7-year-old boy was diagnosed
with a cerebellar medulloblastoma.
Complete remission was initially
achieved but 6 months before admis-
sion he had a relapse of the tumour
without therapeutic options. He de-
veloped clinical signs of an upper
airway obstruction. It was thought
that a viral infection superimposed on
his vocal cords paralysis was the main
cause. Life-sustaining treatment was
started because the viral infection
was considered to be an intercurrent,
curable event. He was intubated and
assisted mechanical ventilation (MV)
was initiated, after which he was
transferred to our PICU. During the
following days, his neurological con-
dition rapidly deteriorated. No signs
of pain or discomfort were observed.
The attending physician informed
the parents about these developments.
It became apparent that the prolon-
gation of life-sustaining treatment
would not contribute to a good out-
come. Since death was imminent,
the attending physician discussed the
possibilities of withdrawing or with-
holding treatment with the parents.
Withdrawing treatment, i. e. stopping
MV, was not an option because of the
parents’ religious beliefs. For them,
such action seemed to be intended
to hasten death and was therefore
prohibited. The attending physician
was concerned that the parents would
also object to withdrawal of MV after
diagnosis of brain death. After careful
consideration, the attending physi-
cian proposed to switch to PS/CPAP
ventilation, thereby respecting the
wishes of the parents to continue
MV. In addition, the parents accepted
the explanation that cessation of the
central respiratory drive meant a fatal
progression of the underlying disease,
so that no change to controlled MV
should be made. Shortly thereafter,
the boy died in the presence of his
parents and sister. He had experienced
a fatal apnoea while still intubated
and on PS/CPAP. Despite their tragic
loss, the parents were pleased at their
involvement in the discussion on the
end-of-life decision and satisﬁed that
their religious convictions had been
respected.
There are no paediatric guidelines
for withdrawal of a life-sustaining
treatment like MV. The two ap-
proaches used are termed “terminal
extubation”, i.e. removing the en-
dotracheal tube without weaning
ventilatory support, and “terminal
weaning”, decreasing ventilator sup-
port before extubation [4]. This case
report demonstrates that religious
beliefs may prohibit both approaches
and provides an elegant alterna-
tive in a patient with respiratory
insufﬁciency of central origin.
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